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STATEMENT OF LICENSURE VIOLATIONS
300.1210 d)6)

Section 300.1210 General Requirements for
Nursing and Personal Care

d) Pursuant to subsection (a), general nursing
care shall include, at a minimum, the following
and shall be practiced on a 24-hour,
seven-day-a-week basis:

6) All necessary precautions shall be taken to
assure that the residents' environment remains
as free of accident hazards as possible. All
nursing personnel shall evaluate residents to see
that each resident receives adequate supervision
and assistance to prevent accidents.

These Regulations were not met as evidence by:
Based on observation, interview, and record
review, the facility failed to ensure staff positioned
a resident requiring two-person assist for bed
mobility, in a safe manner.

This applies to 1 of 3 residents (R1) reviewed for
falls and injuries in the sample of 3.

The findings include:

R1 current diagnosis list in her electronic medical
record includes a history of falls and obesity. On
March 3, 2016 R1 did not respond to verbal
stimuli.

R1's December 11, 2015 Minimum Data Set
(MDS) shows she is totally dependent with assist
of two persons for bed mobility and weighs 238
pounds. R1's December 12, 2015 Fall
Assessment shows R1 is at as high risk for falls.
On March 3, 2016 at 9:15 AM, E5, Licensed
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Practical Nurse (LPN) described R1 as
"semi-comatose.”

On March 8, 2016 at 9:30 AM, E9 Certified
Nursing Assistant (CNA) stated he was leaning
R1 forward in bed and R1 slid from the bed to the
floor on January 11, 2016. E9 stated he was
alone. E9 stated the head of R1's bed was
elevated, and while he positioned R1's torso
forward, R1 slid down the bed and to the floor.
EQ stated R1's mattress is slick, and when E9
lifted her forward, she started sliding. E9 stated
the momentum of both of R1's feet sliding out
caused her to just keep sliding with the sheet, so
he guided her to the floor. E9 stated the R1's foot
barrier is not usually up.

R1's December 11, 2015 fall care did not have
any interventions to prevent R1 from sliding out of
her bed. No documented interventions were
seen on R1's plan of care after her fall on
January 11, 2016. On March 3, 2016, 12:30 PM,
E1 (Director of Nursing) stated no interventions
were added to prevent R1 from falling from bed
after her January 11, 2016 fall. R1's Fall care
plan shows "Reviewed 1/11/16: Resident seen
lying on her back on the floor" and does not
explain how the fall occurred.

On March 8, 2016 at 9:45 AM, E9 stated he
talked to E1 and E11 (nurse caring for R1
January 11, 2016) about R1's fall. E9 stated he
was told to make sure R1's foot rail/flap was up.
When asked if R1's foot rail/flap could have
stopped R1 from sliding out of the bed, E9 stated
he believes it could have stopped her.
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